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Introduction
The United States has one of the
highest infant mortality rates among
industrialized nations, which is mainly
attributable to the high proportions of
preterm and low-birthweight infants.'
Established risk factors provide an incom-
plete explanation of poor birth outcomes
and have failed to motivate effective
prevention programs. The proportion of
women of reproductive age employed
outside the home in the United States has
increased substantially over the past 3
decades, even among women who are
living with a partner,2 prompting closer
scrutiny of occupational risk factors for
adverse pregnancy outcomes.
Participation in the paid workforce
does not itself appear to be detrimental to
pregnancy and may actually be associated
with a reduced incidence of preterm
delivery,3 4 since women in the workforce
generally have a more favorable sociode-
mographic risk factor profile for good
health56 as well as the expanded social
support and access to medical insurance
granted by outside employment. The
absence of an association between employ-
ment per se and poor pregnancy outcomes
has been found among women of both
high7 and moderate to low socioeconomic
status.4
Psychosocial stress has been targeted
as a potential risk factor for preterm
delivery.' There have been a number of
studies examining the relationship be-
tween nonoccupational stress, most often
measured as the number of stressful life
events, and poor pregnancy outcomes.8
No clear association has emerged from
this body of research; many of the studies
have not controlled for other important
risk factors or have used composite
measures of adverse outcomes.9
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Occupational stress has proven diffi-
cult to measure. One measure of occupa-
tional stress, the demand/control model,
defines "job strain" as the response to
jobs that have both high demands (e.g., a
fast pace and high levels of expectations)
and low job control (e.g., the command
the worker has over the use of his or her
abilities and the way in which work is
accomplished)."3 Although this measure
has most often been used in the analysis of
heart disease, three studies of pregnancy
have used job strain as an exposure
variable. Two measured job strain by
asking women about the conditions of
their jobs,"2 but only one found an
association with low birthweight (odds
ratio [OR] = 1.86)."1 No association with
any pregnancy outcome was found when
job titles were used to assign job strain
scores based on the average strain in a
given occupation. " 3
Job strain may be associated with
preterm delivery through two pathways.
High-demand, low-control jobs have been
found to increase the risk of hyperten-
sion"l6 through the heightened produc-
tion of catecholamines.'7 The increase in
catecholamine levels appears to continue
even after leaving work.'7 Although it is
difficult to test for increased catechol-
amine levels, it has been suggested that
they may be associated with preterm
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delivery.8 In addition, hypertension itself
appears to increase the risk of preterm
delivery.'8"19 Job strain may also act
indirectly by increasing women's level of
cigarette smoking. Smokers have a higher
risk than nonsmokers of delivering before
37 weeks' gestation,20'2' and workers in
high-strain jobs appear to both smoke
more22 and be less able to quit smoking.23
Black women in the United States
are at approximately twice the risk of
preterm delivery compared with White
women.24 Some but not all of the differ-
ence can be explained by socioeconomic
differences,25 leading some researchers to
conclude that Black women are chroni-
cally exposed to higher levels of stressors
that adversely affect their pregnancy
outcomes.26 Following this line of reason-
ing, it has been suggested that research
should look for racial differences in the
level and effect of stress on reproductive
outcomes, specifically preterm delivery.
In this study, we investigate the
association between occupational stress,
as measured by self-reported job strain,
and preterm delivery. This population-
based case-control study was carried out
in a region that is heterogeneous in terms
of employment opportunity, social class,
and race. This heterogeneity allowed for
the study of this association across a wide
distribution ofjob strain situations, as well
as the study of the role of occupational
strain in preterm delivery among Black
and White women.
Methods
The data for this analysis come from
a case-control study carried out in Ala-
mance, Durham, and Orange counties in
central North Carolina to investigate the
relationship between occupational expo-
sures and several adverse pregnancy
outcomes (low-birthweight delivery, pre-
term delivery, miscarriage, and stillbirth).
All Black and White women at least 18
years of age delivering between Septem-
ber 1, 1988, and August 31, 1989, in
hospitals serving Orange and Durham
counties plus those delivering between
September 1, 1988, and April 30, 1991, in
hospitals serving Alamance County were
eligible to be included in the study.
Ninety-seven percent of the counties'
residents delivered in these hospitals.
Women who had multiple gestations
(twins, triplets) or whose infants were put
up for adoption were excluded. The
eligible women who delivered low-
birthweight (<2500 g) or preterm (<37
weeks' gestation) infants were selected as
case patients. The next woman of the
same race who delivered a normal-weight
(.2500 g), full-term (.37 weeks' gesta-
tion) infant at that hospital was selected as
the control patient. A higher proportion of
Black women in the target population had
low-birthweight or preterm infants, result-
ing in an overall effective sampling
fraction for control patients of 0.165 for
Black women and 0.066 forWhite women.
Because the purpose of the current analy-
sis is to estimate the risk of preterm
delivery due to job strain, only the 575
women who delivered preterm infants
(regardless of birthweight) were retained
as case patients for this analysis, while the
entire control group of 847 women was
used to maximize precision of the esti-
mates.27
Telephone interviews were attempted
with all subjects after consent was ob-
tained from the attending obstetricians.
In-person interviews were used in the first
year of the study for those unreachable by
telephone. Interviews were conducted a
median of 6 months after delivery. After
permission was obtained, medical records
were abstracted for complications of
pregnancy.
Twelve percent of the subjects re-
fused to be interviewed, and another 13%
either could not be traced or were never
available for the interview. Finally, lan-
guage problems and other problems elimi-
nated 1.5% of the subjects. Thus, success-
ful interviews were conducted with 448
case patients (78%) and 650 control
patients (77%). Participation was greater
among White women (82%) than among
Black women (73%); among women over
30 years of age (85%) than among women
18 through 29 years of age (75%); and
among married or cohabitating women
(83%) than among single women (73%).
Response rates did not differ by hospital
of delivery or pregnancy outcome (77% to
78% for both case and control patients).
After removing subjects for whom one or
more key items in the interview was
missing, we retained 421 case patients and
612 control patients (73% and 72% of the
initial sample, respectively).
Measurement ofEmployment and Job
Strain
All jobs, both paid and volunteer,
held for at least 1 month during pregnancy
were considered in this study. A total of
831 eligible women (case and control
patients) worked outside the home for 1
month or more during pregnancy. Most
women (79%) worked only in one job
during this period, but some worked in
two (19%), three (2%), or four (1
respondent) jobs. The mean length of time
worked during pregnancy was 30 weeks.
Fourteen questions obtained from
the Framingham Study version of the Job
Content Survey instrument were asked to
assess job strain (R. A. Karasek, Depart-
ment of Industrial and Systems Engineer-
ing, University of Southem Califomia,
Los Angeles, unpublished job content
questionnaire, 1985). Five questions mea-
sure psychological demand (job demand),
amount of workload, and responsibility at
work. Nine questions measure job deci-
sion latitude (job control), amount of
decision-making latitude, creativity, clar-
ity of work requirements, and control over
the pace and content of work. Responses
to each question, which ranged from
"strongly agree" to "strongly disagree,"
were weighted and summed to total job
demand and job control scores, ranging
from 12 to 48.
Because control subjects in case-
control studies are chosen to represent
exposure in the source population,28 the
jobs held by control patients in this study
were used to define median scores.
However, Black women had a lower mean
job control score (31.9; SD = 6.3) than
did White women (35.7; SD = 7.0). The
job demand scores were also lower among
Black women (30.9; SD = 5.5) than
among White women (32.1; SD = 6.1).
Because Black women had a higher
probability of being selected as control
patients, each job score was weighted by
the inverse of the race-specific probability
for selection to obtain a single cutpoint
that reflected the racial mix in the source
population. The resulting median score
was 31 for job demand and 33 for job
control. The tertile boundaries were 29
and 34 for job demand and 31 and 36 for
job control.
Women were characterized by expo-
sure to job strain for two time periods. The
first time period consisted of the entire
pregnancy. Women who were exposed for
at least 1 month during pregnancy to ajob
with high job strain were defined as
exposed in the first analysis. The second
definition of exposure was restricted to the
third trimester of pregnancy, beginning at
the 27th week of gestation. This is the
time period hypothesized to be most
critical in precipitating the onset of labor.
In this analysis, only women who were
employed in a high-strain job at some
time during the third trimester were
classified as exposed. All other women
working outside the home were consid-
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ered unexposed to job strain, regardless of
their job history before the third trimester.
Two other categorizations of job
strain were employed to explore the
importance of the duration, or dose, ofjob
strain exposure. First, women who were
exposed to high strain were divided by
whether the exposure was full-time (35 or
more hours per week) or part-time in
order to test whether longer recovery time
between exposures would lessen the
impact ofjob strain. Second, women who
worked at least 75% of a typical preg-
nancy (defined as ' 30 weeks) in a
high-strain job were differentiated from
those who were in a high-strain job for a
shorter proportion of their pregnancy.
This exposure categorization was differ-
ent from exposure during the third trimes-
ter in that women who began a high-strain
job after the first trimester of pregnancy
might be exposed during the third trimes-
ter but not throughout most of the
pregnancy.
An additional category of exposure,
nonemployment, was needed because
subjects were selected into the study
regardless of their employment status. For
the analysis using exposure in any trimes-
ter, women were considered nonem-
ployed if they had not worked at any job
for at least 1 month during pregnancy. For
the analysis focusing on exposure in the
third trimester, two nonemployment cat-
egories were used: (1) employed some-
time earlier in pregnancy but stopped
before the end of the first month of the
third trimester and (2) nonemployed
throughout the pregnancy.
Measurement ofOther Variables
The outcome of interest, preterm
delivery, was judged on the basis of
gestational age from first-trimester ultra-
sounds, last menstrual period, or the
obstetrician's best estimates, in that order
of priority.29 A number of potential
confounders were considered in the analy-
sis. Age (younger than 21, 21 through 29,
30 years and older), marital status (mar-
ried or cohabiting, not married) and
education (less than 12, 12, or 13 or more
years) were obtained from interviews,
medical records, and delivery log records.
Cigarette smoking during the last trimes-
ter (yes, no), parity (primiparous, multipa-
rous), number of prenatal visits (0 through
5, 6 or more), and obstetrical history of
previous low-birthweight and/or preterm
births (yes, no) were collected during the
interview and from medical records.
Poverty status (family income less than
the federal poverty line, family income at
TABLE 1-Selected Characteristics (%) of Women Delivering Preterm
Infants (Case Patients) and Term Infants (Control Patients), by
Race: Central North Carolina, 1988 through 1991
Black Patients White Patients
Case Control Case Control
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or greater than the federal poverty line)
was obtained from the interview only.
Finally, high blood pressure (pregnancy-
induced hypertension, chronic hyperten-
sion, and pre-eclampsialeclampsia) was
obtained only from medical records.
When there was more than one source of
information, data used in the analysis
were obtained preferentially from the
interview, medical record, and delivery
log, in that order.
Analysis
Contingency tables were constructed
to analyze the crude association between
the various job strain definitions and
preterm delivery. Odds ratios and Taylor
series 95% confidence intervals (CIs)
were calculated to characterize the strength
and precision of these associations.30
Multiple logistic regression was used to
quantify the association between job
strain and preterm delivery while control-
ling for most of the potential confounders,
from which adjusted odds ratios (aORs)
were calculated. Separate sensitivity analy-
ses were run, controlling for poverty and
29 20 12 10
47 56 59 50
24 24 29 40
25 17 11 13
45 41 33 33
30 43 56 54
59 48 8 6
24 19 20 22
22 6 7 1
24 28 37 32































high blood pressure, as these variables
were incompletely ascertained but consid-
ered important.
It has been hypothesized that some
of the excess risk of preterm delivery
among Black women may be due to
differences in the effect of job strain.
Therefore, all analyses were run stratified
by race to look for a possible interaction.
If none was found, the data were analyzed
together, controlling for race.
Results
The distribution of women by race
differed for many of the potential con-
founders (Table 1). White women were
more likely to be older, more educated,
and primiparous, while Black women
were more likely to be single, to smoke
cigarettes during their last trimester, to
complete five or fewer prenatal care visits,
and to have had a low-birthweight or
preterm infant in the past. Each of these
factors was associated with an increased
risk of preterm delivery in both ethnic
groups except for older age and primipar-
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ity, both of which were associated with a
decreased probability of preterm delivery
among White, but not Black, women.
Work in high-strain jobs was associ-
ated with a small, nonsignificant increase
in the risk of having a preterm infant
relative to working in a low-strain job
(aOR = 1.3) (Table 2). While the relative
risk of preterm delivery after exposure to
a high-strain job was greater among Black
women (aOR= 1.5) than among White
women (aOR = 1.2), this interaction was
not statistically significant. Nonemploy-
ment was not associated with preterm
delivery. When job strain was defined by
tertiles, Black women exposed to the
highest-strain jobs were at an elevated risk
of preterm delivery (aOR = 1.6, 95%
CI = 1.0, 2.8), whereas no association
was found among White women.
Refinement of the job strain expo-
sure window from anytime during preg-
nancy to the third trimester did not
produce any change in the relationships
with preterm delivery. There was no
association between preterm delivery and
either nonemployment (aOR = 1.1) or
working in a high-strain job (aOR = 1.2)
and no difference by race. Compared with
the referent group, women who worked at
some point during pregnancy but not
during the third trimester also had no
increased risk of preterm delivery
(aOR = 1.2).
Compared with any exposure to job
strain, full-time exposure to job strain (35
or more hours per week) was somewhat
more strongly associated with preterm
delivery, particularly among Black women,
although the association was not statisti-
cally significant (Table 3). The adjusted
odds ratio for women who worked for 30
or more weeks of their pregnancy at
high-strain jobs, compared with women
who worked at low-strain jobs (regardless
of the hours per week), was 1.4 (95%
CI = 1.0, 2.2). No adverse effect was seen
among women who worked fewer weeks.
Again, the odds ratio for preterm birth
among women with long exposures to job
strain was greater for Black women than
for White women (aOR = 1.8, 95%
CI = 1.1, 3.1, and aOR = 1.0, 95%
CI = 0.5, 2.0, respectively), although the
interaction was not statistically signifi-
cant.
Each of the models was analyzed
with the addition of poverty and high
blood pressure, which were considered
important but were missing for a substan-
tial proportion of the study participants.
The addition ofhypertension, both chronic
and pregnancy-induced, did not change
the results. The inclusion of poverty did
not change any of the associations be-
tween preterm delivery and either job
strain or nonemployment.
Smoking was thought to be one
mechanism through which job strain
might influence delivery timing. The
control of smoking in these models,
however, did not change the small associa-
tion between job strain and preterm
delivery.
Discussion
This study provides limited support
for an association between chronic expo-
sure to high-strain work and risk of
preterm delivery. Women who were em-
ployed at high-strain jobs during most of
their pregnancies had a higher risk of
delivering a preterm infant than did
women working only at low-strain jobs,
while women who worked at high-strain
jobs for less than 30 weeks during
pregnancy did not have an elevated risk.
Although we had hypothesized that high-
strain work would have the greatest
association with preterm delivery during
the third trimester, there was no associa-
tion in that exposure window. Job strain
was somewhat more consistently associ-
ated with preterm delivery among Black
women, supporting the hypothesis that
Black women may be at higher risk for
this pregnancy outcome partially as a
result of their increased exposure and
response to stress.26 The population-
attributable risk of job strain on preterm
delivery among Black women based on
these findings is 9%.
Ideally, we would have also mea-
sured the stress to which the respondents
were exposed outside the work environ-
ment, in order to isolate the effects of
occupational stress. Other stress measures
were not included in the questionnaire,
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TABLE 2-Adjusted Odds Ratios (aORs) for Preterm Delivery, by Any
Exposure to Job Strain during Pregnancy, Overall and by Race:
Central North Carolina, 1988 through 1991
No. of No. of aOR (95%
Case Patients Control Patients Confidence Interval)
High strain 104 134 1.3 (0.9,1.8)
Black 59 82 1.5 (0.9, 2.3)
White 45 52 1.2 (0.7, 1.9)
Not employed 91 111 1.1 (0.8, 1.6)
Black 47 55 1.2 (0.7, 2.0)
White 44 56 1.1 (0.7,1.8)
Low strain 226 367 Referent
Black 85 172
White 141 195
Note. The analysis controlled for age, education, marital status, smoking, number of prenatal
care visits, parity, and previous low-birthweight or preterm births. Race is controlled in all
models not stratified by race.
TABLE 3-Adjusted Odds Ratios (aORs) for Preterm Delivery among
Women with Different Exposures to High-Strain Work Compared
with Women with Low-Strain Work (Referent Category):
Central North Carolina, 1988 through 1991
Black Women White Women Total
Amount of Exposure to Strain aOR (95% Cl) aOR (95% Cl) aOR (95% Cl)
Full-time (>35 h/wk), high strain 1.5 (0.9, 2.5) 1.2 (0.7, 2.1) 1.4 (0.9, 2.0)
Part-time (<35 h/wk), high strain 1.3 (0.6, 2.9) 1.0 (0.4, 2.5) 1.1 (0.6, 2.1)
>30 wks of pregnancy, high strain 1.8 (1.1, 3.1) 1.0 (0.5, 2.0) 1.4 (1.0, 2.2)
4-29 wks of pregnancy, high strain 1.0 (0.5, 2.0) 1.3 (0.7, 2.4) 1.1 (0.7, 1.8)
Note. Cl = confidence interval. The analysis controlled for age, education, marital status,
smoking, number of prenatal care visits, parity, previous low-birthweight or preterm births,
and race.
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however. If women who work at more
stressful jobs are more likely to encounter
high levels of stress outside work and
stress outside work is related to preterm
delivery, then our estimates of the effect of
occupational stress may be biased away
from the null. Poverty is a major stressor
in this population, and controlling for
poverty among the 92% of the respon-
dents with complete data did not change
the associations between job strain and
preterm delivery.
It also would have been preferable to
measure job control and demand both
subjectively (through self-report) and ob-
jectively. However, the only method of
assessing job strain objectively is to use
census industry and occupation codes to
link scores to jobs, and these codes do not
capture the full amount of variance
between jobs.31'32 One study of adverse
pregnancy outcomes that analyzed both
self-reported and linked demand and
control scores found that only self-
reported scores were associated with
differences in birth outcomes.1'
The modest positive association be-
tween job strain and preterm delivery
found in this study may be partially due to
recall bias, as the measurement of job
strain occurred during an interview sev-
eral months after delivery. A better method
of studying this potential association
would be to use a prospective design in
which job histories are collected during
pregnancy. For this first US study of
pregnancy outcome and job strain based
on self-reported exposure, we chose the
case-control design because of cost and
logistical considerations.
Job strain has not previously been
examined thoroughly in relation to race.
Only one published study included a
sufficient number of Black subjects to
analyze job strain separately by race, and
in that study Blacks had lower job control
scores than Whites but similarjob demand
scores.16 The current study corroborates
the lower job control that Black women
have compared with White women, but it
also found that Black women experience
lower job demand. Because 91% of the
respondents in the previous study were
men, and women are more likely than
men to have high-demand, low-control
jobs,33 these differences may reflect differ-
ences in the distribution of job strain by
gender and race.
The results of this study strengthen
the previous research indicating that
employment in general has no adverse
effect on, or even a slightly favorable
association with, pregnancy outcomes.3
Unlike previous studies, this study com-
pared nonemployed women only with
women employed at low-strain jobs.
Should high-strain work be detrimental to
pregnancy outcome, the contrast between
all nonemployed women and all em-
ployed women will be less favorable for
employment in populations where high-
strain work is prevalent.
In conclusion, it appears that work at
low-strain jobs outside the home during
pregnancy does not increase the risk of
preterm delivery. Persistent or full-time
employment in a high-strain job may be
related to preterm delivery, particularly
among Black women. Given these mod-
estly positive associations, further re-
search in this area should be directed
toward refining the measurement of occu-
pational stress to more clearly specify
what type of stress at the workplace, if
any, is associated with poor pregnancy
outcomes. El
Acknowledgmnents
This study was supported by grants HD23862
and HD23862S from the National Institutes of
Health; grant R48/CDR402177 from the Cen-
ters for Disease Control and Prevention; and
grant 15-157 from the March of Dimes.
Sections of this paper were presented at
the 24th Annual Meeting of the Society for
Epidemiology Research, Buffalo, NY, June
1991, and at the 119th Annual Meeting of the
American Public Health Association, Atlanta,
Ga, October 1991.
References
1. Institute of Medicine. Preventing Low
Birthweight. Washington, DC: National
Academy Press; 1985.
2. Statistical Abstract of the United States:
1993. 113th ed. Washington, DC: US Dept
of Commerce, Bureau of the Census; 1993.
3. Marbury MC, Linn S, Monson RR, et al.
Work and pregnancy. J Occup Med.
1984;26:415-421.
4. Saurel-Cubizolles MJ, Kaminski M. Work
in pregnancy: its evolving relationship with
perinatal outcome (a review). Soc Sci Med.
1986;22:431-442.
5. Savitz DA, Whelan EA, Rowland AS,
Kleckner RC. Maternal employment and
reproductive risk factors. Am J Epidemiol.
1990;132:933-945.
6. Stengel B, Saurel-Cubizolles MJ, Kamin-
ski M. Healthy worker effect and preg-
nancy: role of adverse obstetric history and
social characteristics. JEpidemiol Commu-
nity Health. 1987;41:312-320.
7. Klebanoff MA, Shiono PH, Rhoads GG.
Outcomes of pregnancy in a national
sample of resident physicians. N Engl J
Med. 1990;323:1040-1045.
8. Istvan J. Stress, anxiety and birth out-
comes: a critical review of the evidence.
Psychol Bull. 1986;100:331-348.
9. Kline J, Stein Z, Susser M. Conception to
Birth: Epidemiology of Prenatal Develop-
ment. New York, NY: Oxford University
Press; 1989.
10. Karasek RA. Job demands, job decision
latitude, and mental strain: implications for
job redesign. Adm Sci Q. 1979;24:285-
307.
11. Brandt LPA, Nielsen CV. Job stress and
adverse outcome of pregnancy: a causal
link or recall bias? Am J Epidemiol.
1992;135:302-311.
12. Henriksen TB, Hedegaard M, Secher NJ.
The relation between psychosocial job
strain, and preterm delivery and low
birthweight for gestational age. Int J
EpidemioL 1994;23:764-774.
13. Homer CJ, James SA, Siegal E. Work-
related psychosocial stress and risk of
preterm, low birthweight delivery. Am J
Public Health. 1990;80:173-177.
14. Pieper C, LaCroix AZ, Karasek RA. The
relation of psychosocial dimensions of
work with coronary heart disease risk
factors: a meta-analysis of five United
States data bases. Am J Epidemiol. 1989;
129:483-494.
15. Schnall PL, Pieper C, Schwartz JE, et al.
The relationship between "job strain,"
workplace diastolic blood pressure, and
left ventricular mass index. JAMA. 1990;
263:1929-1935.
16. Albright CL, Winkleby MA, Ragland DR,
Fisher J, Syme SL. Job strain and preva-
lence of hypertension in a biracial popula-
tion of urban bus drivers. Am J Public
Health. 1992;82:984-989.
17. HarenstamAB, Theorell TPG. Work condi-
tions and urinary excretion of catechol-
amines-a study of prison staff in Sweden.
Scand J Work Environ Health. 1988;14:
257-264.
18. Palo P, Erkkola R. Risk factors and
deliveries associated with preterm, se-
verely small for gestational age fetuses. Am
JPerinatol. 1993;10:88-91.
19. Goldenberg RL, Cliver SP, Cutter GR,
Davis RO, Hoffman HJ, Wen SW. Blood
pressure, growth retardation, and preterm
delivery. Int J Technol Assess Health Care.
1992; 8(suppl 1):82-90.
20. Heffner LJ, Sherman CB, Speizer FE,
Weiss ST. Clinical and environmental
predictors of preterm labor. Obstet Gyne-
col. 1993;81:750-757.
21. Viji SK, Cottington E. Risk factors
associated with preterm deliveries among
racial groups in a national sample of
married mothers. Am J PerinatoL 1991;8:
347-353.
22. Green KL, Johnson JV. The effects of
psychosocial work organization on pat-
terns of cigarette smoking among male
chemical plant employees. Am J Public
Health. 1990;80:1368-1371.
23. Chaplain RD, Cobb S, French JP. Relation-
ships of cessation of smoking with job
stress, personality, and social support. J
Appl Psychol. 1975;60:211-219.
24. Blackmore CA, Rowley DL. Preterm birth.
In: Wilcox LS, Marks JS, eds. From Data
to Action: CDC's Public Health Surveil-
lance for Women, Infants, and Children.
Atlanta, Ga: Centers for Disease Control
and Prevention; 1994.
25. Lieberman E, Ryan KJ, Monson RR,
Schoenbaum SC. Risk factors accounting
for racial differences in the rate of prema-
February 1997, Vol. 87, No. 2 American Journal of Public Health 203
Brett et al.
ture birth. N Engl J Med. 1987;317:748-
750.
26. Blackmore CA, Ferre CD, Rowley DL,
Hogue CJ, Gaiter J, Atrash H. Is race a risk
factor or a risk marker for preterm
delivery? Ethn Dis. 1993;3:372-377.
27. Hamajima N, Hirose K, Inoue M, Takezaki
T, Kuroishi T, Tajima K. Case-control
studies: matched controls or all available
controls? J Clin Epidemiol. 1994;47:971-
975.
28. Rothman KJ. Modem Epidemiology. Bos-
ton, Mass: Little, Brown & Co; 1986.
29. Blackmore CA, Savitz DA, Edward LI,
Harlow SD, Bowes WA. Racial differences
in the patterns of preterm delivery in
central North Carolina. Paediatr Perinatal
Epidemiol. 1995;9:281-295.
30. Kleinbaum DG, Kupper LL, Morgenstern
H. Epidemiologic Research. New York,
NY: Van Nostrand Reinhold Co; 1982.
31. Schwartz JE, Pieper CF, Karasek RA. A
procedure for linking psychosocial job
characteristics data to health surveys. Am J
Public Health. 1988;78:904-909.
32. Johnson JV, Stewart WF. Measuring work
organization exposure over the life course
with a job-exposure matrix. Scand J Work
Environ Health. 1993;19:21-28.
33. Karasek R, Theorell T. Healthy Work:
Stress, Productivity, and the Reconstruc-
tion of Working Life. New York, NY: Basic
Books Inc; 1990.
APHA Publications Board Invites Proposals
.for Book Projects
APHA's Publications Board invites APHA members to submit proposals for publication as
books. The Board is looking for manuscripts that speak to public health topics, especially to those
not previously or not adequately addressed. We need your most innovative work, your dedication,
and your enthusiasm to create the best possible public health book program that APHA can offer.
If you are interested in making a submission or if you have a topic in mind, feel free to
discuss it with the Chair of the Publications Board, Dr Berttina Wentworth, or with the APHA
Director of Publications, Ellen T. Meyer. To reach either or to receive guidelines on making a
formal submission, call the Association Office at (202) 789-5693; fax (202) 789-5661.
Please send preliminary inquiries or formal proposals to Ellen T. Meyer, Director of
Publications, American Public Health Association, 1015 15th St, NW, Washington, DC 20005.
Please note that all inquiries about publication in the American Journal of Public Health
must be sent to the Editor of the Journal, Dr Mervyn Susser, at the APHA Washington, DC,
address given above.
204 American Journal of Public Health February 1997, Vol. 87, No. 2
